Oct. 25, 2012 12:01PM

ham cleveland

No. §1987RIPp  {(i0i1t/2012

FGiwn ~?PROVED

Division of Health Care Facilities _
STYATEMENT OF DEFICIENCIES X5) PROVIDER/SUPPLIER/CLIA {A3) DATE SURVEY
AND PLAN OF GORRECTION (1) RO IDE RISUPPLIER/CL {X2) MULTIPLE CONSTRUCTION ) QATE SURVE
ABULDING  01-MAIN BUILDING 01
B. WING
'_I‘NOEQ3 _ 10/09/2012
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N 002 1200-8-6 No Deficiencies N 002
During the Life Safety portion of the survey, there
were no deficiencies cited from 1200-8-6,
Standards for Nursing Homes.
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